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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formutated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's physician
of any accident, injury, or significant change in a
resident’s condition that threatens the health,
safety or welfare of a resident, including, but not
limited to, the presence of incipient or manifest
decubitus ulcers or a weight loss or gain of five
percent or more within a period of 30 days. The
facility shall obtain and record the physician's plan
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of care for the care or treatment of such accident,
Injury or change in condition at the time of
notification.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological

‘well-being of the resident, in accordance with

each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d)Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

-3) Objective observations of changes in a

resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident’s medical record.

These requirements were not met as evidenced
by

Based on interview and record review, The facility
failed to provide wound management including
assessing, documenting and notifying the medical
provider of worsening signs and symptoms of
infection for one resident (R1) of three residents
reviewed for wound management. This failure
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resulted in R1, with a wound infection, requiring
hospitalization, intravenous antibiotics, and

surgery.
Findings include:

POS (Physician's Order Sheet) dated 4/2021,
indicates R1 was admitted to the facility on -
4/17/21 with diagnoses that include Left Gluteal
Necrotizing Fasciitis (serious bacterial infection
that destroys tissue under the skin), Diabetes
Mellitus, Colostomy, Stage 4 (Severe) Chronic
Kidney Disease, Multiple Rib Fractures.

Admission Progress Note dated 4/17/21 at
4:49pm, indicates R1 was admitted to the facility
at 3:50pm (from the hospital). Note indicates R1
had surgery to left gluteal area due to cellulitis
"area was debrided due to left gluteal and
peri-anal necrotizing fasciitis.” Note indicates
wound vac to be placed on buttock wound.

Admission Skin Assessment dated 4/17/21 at
7:18pm indicates:

Coccyx wound 15c¢m (centimeters) x 32 cm x
10cm (depth) _

Sacrum wound 15¢m x 32cm x 10cm
Assessment indicates "Wound vac in place,
continuous”

No other descriptors of wound were documented.

TAR (Treatment Administration Record) dated
4/117/21 to 5/17/21 indicates weekly skin checks
were to be done every Saturday (4/17, 4/24, 5/1,
5/8 - 2021).

TAR also indicates wound vac dressing was to be
changed three times per week on Monday,
Wednesday and Friday.

All Focused Skin Observations (5/13, 5/12, 5/11,
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